A 56-year-old woman with a diagnosi s of papill ar y thyroid carcinoma pr esent ed in March 2008 with a l-rnonth history of shortness of breath and dysphonia. Findings on fiberoptic laryngoscopy were consistent with a right true vocal fold paralysis.
Figure 1. Coronal (AJ and axial (BJ MRls show the bulky cervical Iymphadenopathy and the deviation and compression of the trachea by the thyroid.
A 56-year-old woman with a diagnosi s of papill ar y thyroid carcinoma pr esent ed in March 2008 with a l-rnonth history of shortness of breath and dysphonia. Findings on fiberoptic laryngoscopy were consistent with a right true vocal fold paralysis.
Prior to pre sentation, the patient's cancer workup had included magnetic resonance imaging (MRI) of the neck, which had been done in January 2008. Th e MRI had detected a 5.3 x 5.4 x 2.8-cm left supraclavicular mass with similar contralateral adenopathy and a multinodular thyroid. Computed tomography (CT) of the chest had been obtained in February 2008, and it revealed the pre sence of calcification s in the right thyroid gland and a right lower lun g nodule. CT/positronemission tomograph y later that month showed uptake in the left and right neck, th e thyroid, the sup erior and anterior mediastinum, th e pulmo nary hilar and subcarinal regions, and th e lun gs; th e largest pulmon ary nodule in the right lower lobe m easur ed 1.8 ern. Fineneedle aspiration biops y of th e right thyroid was obtained in March 2008, and th e findings were consistent with papillary thyroid carcinoma.
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MRI of th e neck was repeated in April 2008 prio r to sur gical intervention. Th e MRI showed an increase in th e size of the bilateral cervical lymphadenopathy and th e size of the thyroid at the level of the thoracic inlet (figur e 1). MRI demonstr ated that the trac hea was displaced leftward, and its lum en was moderately narrowed. The largest node in the upper mediastinum measur ed 2.4 cm .
Because of the extensive disease in the neck and mediastinum, the patient underwe nt a tot al thyroidectomy, bilateral neck dissection , tracheostomy, and median stern otomy with mediastinal node dissection (figur e 2). The final histologic diagn osis was a poorly different iated thyroid carcino ma with squamo id features and a minor compon ent of convent ional papillary carcinoma. Th e patient was discharged from the hospital, and 8 weeks posto per atively she was undergoing extern al-beam radiation th erapy.
Surgical tr eatment of locally advanced papillary thyroid carcinoma includes total thyroidectomy with or witho ut concurrent m odified radical neck dissection. In advanced cases, th e tumor might have invaded un-
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Figure2.Photograph showsthetranscervical/transthoracicexposure via a median sternotomy with apron incision.
derlying structures such as th e trachea, esophagus, and larynx and caused airway compromise and/or vocal fold paralysis. Local disease may displace, compress, or invade the cervical trachea and the great vessels in the neck, mak ing surgical extirpation difficult. While most cases will remain confined to the neck , in a few cases there will be direct extension from th e neck into the thoracic cavity to such an extent th at the entire tumor cannot be delivered transcervically. In addition, any attempt to remove the tumor burden via a transcervical approach will be complic ated and risky because exposure of vital stru ctures is limited. In all, a tr anscervical approach will result in a suboptimal resection and unnecessary complications .
In contrast, the wide exposure provided by a sternotomy with an apron flap will facilitate complete gross tumor remo val in a controlled and safe environment because all aspects of the neck and pertinent thoracic structures will be exposed. Cases in which such exposure is needed are rare, and head and neck sur geons should not hesitate to work in conjunction with thoracic surger y colleagues to facilitate optimal surgical management.
The answer to stabilityin Ossiculoplasty .
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